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for Low Income Families

SOBRA
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THIS IS YOUR
APPLICATION

for free or low cost
health care coverage.

These programs cover
low income families
with children, pregnant
women, children under
age 19, and females
ages 19-44 for family
planning/birth control
service only.

Your income and family
information will be the
deciding factors as to
which of the programs
you may qualify for.

Si necesita una solicitud
en Espafiol, comuniquese
con ALL Kids al teléfono
1-888-373-KIDS (5437)
(Ilamada sin costo)

o el Alabama Medicaid
Agency al teléfono
1-800-362-1504
(Ilamada sin costo).
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Pleaseprint clearly usingdark ink. Pleasefill out all infor mation in each section.

Do you have Medicaid in another state? YesO No[O If
1. Applicant. Thisis the Parent, Caretaker, OR Pregnant

Woman. (Children will be listed on Page 2.)

First Name of Applicant Middle/Maiden Last Socia Security Number of Applicant

Mailing Address Home Phone: Other Phone Whose?

Street Address (911 Address) County where you live (Work Izhone I(\/Iay wg call you at work? YesO No O

City, State, Zip Code ((Zell Phgne: E-mail:

Marital Status:  Marriedd Divorced 0  Separated OO V\/(hat Iang);uage do you usually speak? English O Spanish O Other O
Singled  Widowed O Do you or afamily member speak English? YesO No O

2. Pregnant Woman. (Please provide a statement from a doctor or an authorized clinic proving you are pregnant and the expected date your baby is due.)

Name

Date Baby is Due Number of Babiesin This Pregnancy

3. Paid or Unpaid Medical Bills. Did anyone applying have medical expenses (doctor bills, lab work, etc.) in the last 3 months? YesOd No O

Name of Patient? When was Care Received? Name of Patient? When was Care Received?

4. Health Insurance. Doesanyone living in the household already have health insurance? (Such as Blue Cross, ALL Kids, Medicaid, Alabama Child Caring
Program, TriCare, Champus, Medicare, other) YesO No DO If yes, we need a copy of your insurance card(s), front and back.
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yes, you must terminate your Medicaid in that state before you can be on Medicaid in Alabama.

Policyholder’s Name Insured Person’s Name Insurance Company Policy # Group # Effective Date
Policyholder’s Name Insured Person’s Name Insurance Company Policy # Group # Effective Date
Has any health insurance ended within the last 3 months? Yes[™d No O If yes, who Why

Will any health insurance end in the next 2 months? YesO No O If yes, who End date:

Please explain why this insurance will end.

Is anyone in the household a state or public school employee? Yesd No O  If Yes, who:

5. Females Age 19 - 44 May be Eligible for Family Planning (Birth Control) Services. (NOTE: You will not be digible for this program if you have
had your tubes tied, been sterilized or are on Medicare.) Do You Want to Apply for or Continue to Receive Family Planning? YesOd No O




6. Do You Receive Family Assistance From DHR? Yes[d No O

7. AreYou or Anyone in Your Household Interested in Information About Getting Free Food From the WIC Program? YesO No O

Do You Get Food Samps? Yesd No O

Case Number
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8. Household Members. Relationship[Areyou a Race
toperson u.S
On LineA, list parent, caretaker, or pregnant woman from Item 1. onlineA. Citizen? Black (B)
on page 1. Yesor No White (W)
Son/ (Citizens must Asian (A)
On Line B, list the spouse of the person on Line A Daughter (C) |provide proof Hispanic (H)
On Lines C - H, list all the children who are under 19 years of age Grandchild (1) |of citizenship American
that you take care of and who live in your home. Husband (H) |and identity Indian/
Wife (W) for Medicaid. Native
NOTE: Listthe name of the child asit appears on their birth Parent (P) See Alaskan (1)
certificate. Brother/ Citizenship Native
Sigter (S) and Identity Hawaiian/
NOTE: If thereisalegal parent to the child(ren) listed, who lives Niece/ Handout.) Pacific
in the home, please include that parent in this section. Nephew (N) |(Noncitizens Islander (NP
Sacial Security Number |Cousin(E) |may still Date Other (O)
** First Middleor Last (required for those Other (O) receive of Not
Name Maiden Name(s) seeking assistance) services.) Birth Age Known (U)
A Self
B Spouse
®
D
El
F
G
H

** |f your nameisFulanade Tal VistaHermosaenter your namelikethis: First NameasFulana, Middleor Maiden NameasdeTal, and L ast Name(s) asVista-Hermosa.

I f you havemor efamily member sin your home, pleaseattach an additional sheet of paper listing thosefamily member sand theaboveinfor mation for them (SS#, DOB, etc.)
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9. Sepparents. Isthere a stepparent living in the home? Yesd No O

is a Stepparent to

If yes,
Name of Stepparent Name of Child(ren)

is a Stepparent to

Name of Child(ren)

Name of Stepparent

10. If Your Household Has No Income, Check Here .

11. Work Income For You and Your Household. For Medicaid eligibility, attach proof of gross wages. (This meanswork income before anything is taken out,
such as taxes, retirement, Medicare premiums, garnishments, etc.). You may send check stubs or a signed statement from employer for the most recent month.

NOTE: Remember toincludeany overtimepay.
Only theincome from alegal parent of achild you are applying for will be considered.

Number Gross Amount

of How Often Paid? Paid

Hours Day Weekly (Before anything

Worked| Hourly | of Every two weeks | istaken out) Name of the Person or Company

Each Pay Week | Twice amonth Include Tips that You Work for, as well asthe
Name of Person Working Week Rate Paid Other (specify) and Overtime | Address and Phone Number

AreYou Sef-employed? YesO No O  If sdf-employed, you must attach a copy of your most recent Income Tax Return and Schedule C.

Do You Receive Income From Farming? YesO No O You must attach a copy of your most recent Income Tax Return and Schedule F.

12. Day Care. If you are working, does anyone in your household pay for care of a child or an incapacitated adult living in the home? YesO No O
Amount Paid? How Often Paid? Name and Age of Person(s) in Care

Name of Person Who Pays
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13. Other Income. For Medicaid eligibility, attach proof of income such as a benefits award letter, a copy of the check, or a statement from the Income Source.
Tell usif you or any family members receive other income from the types listed below.
For child support, list the child’s name as the person who gets the payment.

1. Socia Security (include Medicare prem.) 8. Private Pension 13. Personal Loans (from 20. Interest on Savings

2. SSI (Gold Check) 9. Miner's Benefits relatives, others) 21. Other: Specify

3. Public Assistance (Welfare) 10. Black Lung Benefits 14. Unemployment Compensation 22. Other: Specify

4. Railroad Retirement 11. Cash Contributions(from  15. Insurance Annuity or Proceeds 23. Lega Settlements

5. Veterans Benefits, Pensions, relatives, others) 16. Government Payments on Land 24. Sheltered Workshop Earnings

Compensation or Insurance 12. Renta Income (land, 17. Codl, Qil, Gravel Rights& Timber Leases  25. Lump Sums

6. Federal Civil Service Annuity buildings or from roomer) 18. Royalties 26. Dividends

7. State Retirement/Pension 19. Child Support 27. School Grants or Loans
Name of Person Receiving the Payments What Type (From Above) Gross Amount How Often are Payments Received?

(before anything is taken out)

For ALL Kids Use Only

Screen ck All Kidsck MCD ck LF/NF ck Fee pd ck Date wk
For Medicaid Use Only
|D# |D# |D# |D#

AlabamaM edicaid Agency/Alabama Department of Public Health eligibility policiesand procedures arein compliance with Civil Rights Act of 1964,
Section 504 of the Rehabilitation Act of 1973, Federal Age Discrimination Act of 1975, and Americans With Disabilities Act of 1990.
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This page is for Medicaid for Low Income Families (MLIF) only.

If you do not wishto apply for MLIFfor yourself, leavethis page blank.

Medicaid for Low Income Families (MLIF) isfor familieswith very low income. MLIF will allow an adult to beincluded in Medicaid, however, information
regarding absent parentsis required for this program. If you want to apply for MLIF for yourself, you must give us the absent parent information below to
allow Medicaid to send amedical support referral to the Child Support Enforcement Unit of the Department of Human Resources (DHR).

If you are applying for MLIF and thereisachild in your home whose parent(s) are not living in the home, you must complete the information below about
each parent not living in the home, unless you can provide Medicaid with agood reason. A good reason may be that the child was conceived through rape
or incest, or that cooperating or providing information would result in harm or injury to you, your family or your child(ren). If you do not want to

apply for MLIF or do not want to complete the absent parent information or cooperate with the Child Support Unit, your child(ren) may still be

eligiblefor Medicaid.

Will you cooperate with the Child Support Unit for medical support enforcement? YesOd No O
If you feel you have a good reason not to cooperate, check here

Does the adult or adults living in the home wish to apply for MLIF? YesO No O

For MLIF only, fill out as much information as you have for each child that has one or both parents not living in the home.

Name of child who has an absent parent

Name of the absent parent Social Security Number Date of Birth Sex Race
MaeOd FemdeO

Address Reason for not living in the household

Have you already applied for medical support for thischild? Yes No[O Has paternity been established for this child? YesO No O

Name of child who has an absent parent

Name of the absent parent Social Security Number Date of Birth Sex Race
MaleOd FemadeO

Address Reason for not living in the househol d

Have you already applied for medical support for thischild? Yesd No[O Has paternity been established for this child? YesO NoO
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Name of child who has an absent parent

Name of the absent parent

Socia Security Number

Date of Birth

Sex
MaeO FemaelO

Race

Address

Reason for not living in the househol d

Have you already applied for medical support for thischild? YesO NoO

Has paternity been established for this child? YesO No O

Name of child who has an absent parent

Name of the absent parent

Socia Security Number

Date of Birth

Sex
MaeO FemaelO

Race

Address

Reason for not living in the househol d

Have you aready applied for medical support for thischild? YesO NoO

Has paternity been established for this child? YesO NoO

Name of child who has an absent parent

Name of the absent parent

Socia Security Number

Date of Birth

Sex
MaeO FemaelO

Race

Address

Reason for not living in the househol d

Have you aready applied for medical support for thischild? YesOd NoO

Has paternity been established for this child? YesO NoO

Name of child who has an absent parent

Name of the absent parent

Socia Security Number

Date of Birth

Sex
MaeO FemadelO

Race

Address

Reason for not living in the househol d

Have you aready applied for medical support for thischild? YesOd NoO

Has paternity been established for this child? YesO NoO

If you need more room, please attach additional sheets.
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RELEASE OF INFORMATION
* | hereby authorize and give my consent for the Alabama Medicaid Agency to obtain information from any source for the purpose of determining my eligibility for Medicaid benefits. | authorize
thisrelease form to bein effect for aslong as| am on Medicaid regardless of the datethat it issigned. | further authorize copies of this document to be used in place of the original. | give my
consent for the release of information for those purposes directly related to the administration of the Medicaid program. These purposes include, but are not limited to, establishing eligibility for
benefits, determination of the amount of medical assistance received, the provision of services, and investigation of program violations.

AGREEMENT ANDAFFIRMATION

*  Thisapplicationisonly for ALL Kids, Alabama Child Caring Foundation, Medicaid for pregnant women, Medicaid for females ages 19-44 (for family planning/birth control services only),
Medicaid for children under age 19, and Medicaid for Low Income Families (MLIF) with children.

* | give permission to the Alabama Medicaid Agency, the Alabama Department of Public Health and the Alabama Child Caring Foundation to use my social security number and the social security
numbers of persons on whose behalf | am applying to get information about anyone's income from banks, financial institutions, employers, and other county, state and federal agencies, and/or to
seeif anyone qualifies for assistance or to seeif anyone hasinsurance.

*  Tobeédligiblefor MLIF, | must cooperate in establishing paternity and getting medical support, unless | provide Medicaid with good reason not to cooperate.

* If | am approved for Medicaid, | assign al insurance and medical support benefitsto Medicaid. If Medicaid pays my bills, then my insurance or other benefits (such as lawsuit settlements) must
be used to pay Medicaid back. | agreeto help and cooperate with Medicaid in identifying and collecting this money, or | may lose my Medicaid benefits. | give permission for my insurance
company, employer, and others to give needed information to Medicaid in order to administer the Medicaid program.

* | (and my spouse) must apply for any benefits (such as unemployment compensation) that we may be entitled to.

* | agreeto let the above named agencies know, at annual renewal, if anything in my household changes. However, if | am on MLIF, | must report any changes within ten (10) days. (The kinds of
changesto report are: someone movesinto or out of my home, my address changes, |/we get or lose insurance, or someone’s income changes.)

* If | am approved, | agree to cooperate if | am reviewed by State and/or Federal Quality Control.

* | understand that medical information acquired in the administration of the Medicaid/ALL Kids/Alabama Child Caring Foundation programs is subject to health oversight activities, and that such
information may be disclosed for program oversight purposes to the State of Alabama (or those engaged as its business associates) without the need for individual consent by me or my family
members, as alowed by HIPAA privacy regulations.

S GNHERE:

| affirm under penalty of perjury that al information entered on this application istrue, to the best of my knowledge, including the identity of all persons under age 16 listed on this
application. | also understand that | may be asked to provide additional proof, as needed. If | knowingly entered any false statements or |eft out information asked for on this
application, such asincome or household members, | commit acrime that is punishable under Federal and/or State law.

Signature of applicant Date Signature of Spouse Date
NOTE: Ifyou areapplyingfor Family Planning Servicesfor your spouse, whoisafemaleaged 19-44, shemust sign on “ Signatur eof Spouse” line.

Signature of person helping to fill out thisform Relationship to applicant Date

Nameof interviewer helpingtofill out thisform Date | certify that | have completed theinitial interview

You may mail this application to any one of the programs you are applying for. Mail to:

ALL Kids Program Alabama Medicaid Agency (SOBRA, MLIF) The Alabama Child Caring Foundation
P.O. Box 304839 PO. Box 5624 P. O. Box 830870
Montgomery, AL 36130-4839 Montgomery, AL 36103-5624 Birmingham, AL 35283-0870

1-888-373-KI1DS (5437) Toll free 1-800-362-1504 Toll free 1-800-726-2289 Toll free
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